We hope that our cases and those of Dr Garty will remind our colleagues that skin is not an impervious barrier. 
is more tightly controlled than 1,25(0H.)D2. The significance of this observation is unknown as these metabolites have not previously been measured in children with this condition. Further studies will be necessary to confirm our findings. Dr Martin suggested that the low concentrations of 1,25(0H,)D seen in the patients with hypercalcaemia could be due either to appropriate suppression of let hydroxylase activity or to a reduced growth velocity. The results of the loading studies and the fact that the growth velocity of our first child did not alter with correction of the hypercalcaemia suggests that the former is a more likely explanation. Whether there is poor control of production of 1,25(OH,)D, and whether this is important in the aetiology of the hypercalcaemia is an area for future study.
I thaink Dr Barbara Mawcr, Manchcstcr Univcrsity, for pcrforming the assays.
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